the research community to further explore the influence, directly or indirectly, of sex-based biologic differences on both normal physiologic functions and pathologic functions. With a better understanding of the differences in human diseases between male and female patients, subsequent translation of these differences into clinical practice can be forthcoming. The research community is working to improve inclusion of women into longitudinal clinical studies as it has been recognized that female sex is an independent risk factor or significant variable in many aspects of clinical disease from presentation to access to care, treatment options and outcomes, pharmacokinetics, and others. Medical school and resident curricula have also expanded to increase the awareness of the role of sex and gender in every aspect of medicine. 2 Thus, the timing of this well-performed and well-written study, "Sex Differences in Mortality and Morbidity Following Repair of Intact Abdominal Aortic Aneurysms" by Deery and colleagues, could not be better. Large database studies including this one have demonstrated that sex remains an independent risk factor even after controlling for ethnicity, age, comorbidities, and scored risk factors in the presentation, pathology, treatment options, and outcomes of abdominal aortic aneurysms (AAAs). Some genetic mutations may also carry a different risk in women and men with respect to AAAs. However, we continue to use clinical guidelines to inform patient recommendations for surgical intervention of AAAs. The development of these was based on mainly male populations, which focus on aortic diameter as the marker for risk of rupture and therefore the threshold for repair. These authors found in the current study that there was a sex difference following both open and endovascular AAA repair in both 30-day mortality and major perioperative complications. The authors also propose that AAA repair in women should be performed not on the basis of an absolute threshold diameter but rather by an index of aortic diameter to body surface area (aortic size index). This makes clinical, biologic, and intuitive sense as women in general have smaller builds. Many studies, including this one, have identified that female sex is a significant predictor of negative events in patients with AAA. Absolute aortic size as a predictor has been a mainstay of guidelines and clinic decisionmaking, but maybe the evidence is shifting the treatment paradigm in the female sex. These authors and others 3, 4 have recommended further studies looking at relative aortic size index because of differential body habitus in male and female patients. Therefore, is it not time that we as vascular surgeons use all available data in predicting the risk of rupture and death before operative repair?
